Introduction
Primary hypothyroidism is a common condition in the elderly, whereas hypothyroidism secondary to hypopituitarism is much less common.1 It has however been suggested that it may occur more frequently than previously suspected.2 Since effective replacement therapy is ayailable, undiagnosed or untreated patients may be deprived of considerable benefit.
Case reports
Case I A 70 year old widow presented with lethargy and disorientation. She was found to have a low serum free thyroxine of 4.9pmol/l (normal 9-26) with an elevated thyroid stimulating hormone (TSH) of 14.7 mU/l (normal 0-5). The serum sodium was 116mmol/l. A diagnosis of primary hypothyroidism was made, and after treatment with thyroxine and fluid restriction her sodium rose to 129mmol/l. She was discharged home to continue thyroxine lOO1 g daily and the TSH subsequently fell to 0.8mU/l. After initial improvement, further gradual deterioration occurred with loss of mobility and she was subsequently transferred 5 months later to our unit for long-term geriatric care. She remained alert but complained of lethargy. Marked pallor was evident with absent pubic and axillary hair. She was confined to bed with 80°flexion contractures of both knees. Visual fields were full to confrontation. There was a history of haemorrhage after childbirth with subsequent amenorrhoea from the age of 42. The serum sodium was again low at 123 mmol/l with a normal glucose of 4.3mmol/l. Plasma cortisol at 07.00h was 54nmol/l (normal 140-690), at 22.00 h 59 nmol/l, rising 60 minutes after tetracosactrin (Synacthen) 250 jug to 470 nmol/l. An insulin stress test resulted in a subnormal response with a peak cortisol of 206nmol/l with a low basal growth hormone of 0.6 mU/l and stimulated level of 2.6mU/l. Diminished basal and stimulated levels of follicle stimulating hormone and luteinizing hormone were also present. Basal serum prolactin was 105mU/l (normal <300). Thyroglobulin and adrenal antibodies were negative with a thyroid microsomal titre of 1600 (significant >6400). Computed tomography revealed a partially empty sella with cisternal invagination.
A dramatic response followed the introduction of hydrocortisone replacement therapy with resolution of the hyponatraemia, lethargy and, gradually, the knee contractures. She regained full independence enabling her to return to her home. 
